Introduction
There are few human experiences that compare with the physical, psychological and social intensity of labor and birth, and that are the same time so challenging and transformative 1, 2 . Far beyond its physiological aspects, childbirth is a socially and historically shaped event, with wide cultural and geographic variability 3 .
The care that a woman receives during labor and delivery, like the quality of the experience of birth itself, are markers of the woman's and baby's place in social hierarchies, including dimensions such as social class, race/ethnicity, health status, marital status, physical ability, sexual respectability, and others 4 .
Care in childbirth depends on the availability and affordability of health services, on women's access to information and support from their social networks 5 , on what kind of health providers predominate the birth market 6 , and also on the services' understanding of what is appropriate care for the particular population of women that they assist 3, 4 . In many countries, religious influences on health care and the notion that suffering in childbirth is a legitimate penalty that women should endure for having sex, contribute to a culture of neglect of maternal rights and wellbeing, to the absence of privacy or comfort measures during labor and birth, to the liberal use of invasive interventions 4, 7 , and sometimes to overt hostility and abuse, especially for women at the bottom end of social hierarchies 4, 7, 8, 9, 10 .
The way care is organized, in terms of mode of delivery, can be shaped by providers' and women's gendered beliefs of what is expected from women in relation to birth. These beliefs may contribute to the growing number of c-sections, particularly with the association of vaginal birth with "nonfeminine" behavior, such as loss of control, messiness, leakiness, indignity and vulgarity 11 ; and also with the belief that vaginal birth implies a form of genital deformation, conflicting with the appropriate function of the vagina, which would be to provide heterosexual pleasure 11, 12 . These negative beliefs contribute to the idea that childbirth is a disgusting and shameful event that should not be witnessed by anyone other than those strictly necessary at that moment 7, 12 .
When hospital birth was established as the rule by health programs in industrialized countries in the mid-20 th Century, for the first time in history most women started to deliver without the presence of a person familiar to them 2, 7 . This has been the usual situation in many countries for decades, as the presence of relatives was usually prohibited in institutional births 13 . In Brazil this was also the rule, and a part of medical and nursing training. In his influential book, De Rezende et al. 14 Providers tend to underestimate the importance of the experience of childbirth and focus mainly on its outcomes, such as morbidity and mortality, but even for healthy women giving birth to healthy babies, the experience of childbirth is powerful and long-lasting, with consequences for women's physical and mental health, self-image, relationship with the baby, partner and family 1, 2, 5, 15 . Although some women report the experience of labor and birth as an empowering, ecstatic or even orgasmic event 16 , for most women, the experience of childbirth can be stressful and painful. Causes of stress and anxiety include lack of familiarity with providers, hospital environment and routines, pain and discomfort (from birth itself or from interventions), worry and uncertainty about what is happening to them, problems of communication, lack of empathy, rude treatment, and loneliness 2, 10, 15 .
In the 1990s, as a result of women's activism and of the emergence of evidence-based healthcare, a worldwide movement started to document the emotional and health benefits, and high maternal satisfaction, with continuous presence and support during childbirth. Groups of researchers and activists in favor of companionship in several countries organized clinical trials to randomize women with and without companions. These trials and the subsequent systematic reviews of them, built the gold-standard evidence documenting the many maternal and neonatal positive health outcomes of this simple intervention. That led to the international recommendation by the World Health Organization (WHO) in the 1990s, that "continuous support during labour has clinically meaningful benefits for women and infants and no known harm, and that all women should have support throughout labor and birth" 17 
Companionship, by a family member or by a doula (a trained labor support person) can include emotional support (continuous presence, reassurance and praise), information about progress in labor, advice regarding coping techniques, comfort measures (such as touch, massage, warm baths/showers, promoting adequate fluid intake and output) and advocacy (helping the woman and partner to articulate their wishes and needs to others) 13 . Theories that try to explain the effects of labor support on childbirth outcomes hypothesize that labor support enhances labor physiology and mothers' feelings of control and competence, reducing reliance on medical interventions. Enhanced fetopelvic relationships may be accom-plished by encouraging mobility and effective use of gravity, supporting women to adopt their preferred positions and recommending specific positions for specific situations 13 .
The latest systematic review of continuous support on childbirth (2011) shows that women allocated to this intervention were more likely to have a spontaneous vaginal birth and less likely to have intrapartum analgesia or to report dissatisfaction; their labors were shorter, they were less likely to have a caesarean or instrumental vaginal birth, regional analgesia or a baby with a low 5-minute Apgar score 13 . In addition, subgroup analyses suggested that continuous support was most effective when provided by someone who was neither part of the hospital staff nor the woman's social network, and its effects were even stronger in settings in which epidural analgesia was not routinely available 13 . Having a companion improves women's safety in childbirth, since it promotes women's ability to speak up about their needs, which can be particularly valuable in cases of serious complications, helping women to be heard when urgent care is needed 18 . Having a companion can be considered an indicator of safety, quality of care, and respect for women's rights in maternal care 19 .
In Brazil, the evidence of the first systematic review on support in labor (1996) was used to propose the first laws about the right to companions at birth in the 1990s, such as those adopted in São Paulo, Rio de Janeiro, and Santa Catarina 20, 21, 22 . In 2005, a national law which applies to all women in public and private services (n. 11,108 23 ) affirmed the right of all women to have a companion of their choice during antenatal care, and during all stages of hospital stay for birth, including labour, delivery and post-partum periods. Social movements promoting the humanization of childbirth and male enhanced participation in fatherhood led to new public policies involving men, including the fathers' antenatal care programs and campaigns to promote their presence in childbirth 24, 25 .
Although companionship in birth is an official maternal health policy of the Brazilian Ministry of Health, known as the Rede Cegonha, the pace and extent of implementation is unknown, since until recently no national data on companionship were available in the Brazilian Health Informatics Department (DATASUS). Our hypothesis is that there is an increase in the incorporation of the presence of companions during hospital stay, but this is unequal and related to ability to pay; and women who are at the bottom of the social hierarchy -poorer, less educated, non-white, having vaginal births, and delivering in services that refuse to implement the law, are more frequently deprived of the benefits of companionship during birth.
The aim of this paper is to analyze the implementation of accompaniment during hospital admission, labor, delivery and postpartum, in the Brazilian public, mixed and private sectors; to identify who is the companion; and the maternal, institutional and environmental factors (privacy, type of beds, accommodations), associated with the presence of companions in those sectors.
Methods
Birth in Brazil is a national hospital-based study of postnatal women and their newborn, conducted from February 2011 to October 2012.
The study sample was selected in three stages. The first was composed of hospitals with 500 or more births/year stratified by the five country regions, location (state capital or not), and type of hospital (private, public or both). The second was composed of days (minimum of seven days in each hospital) and the third composed of postnatal women. In each of the 266 hospitals sampled, 90 postnatal women were interviewed, totaling 23,940 subjects. More information about the sample design is detailed in Vasconcellos et al. 26 .
In the first wave of the study, interviews were conducted with postnatal women during hospitalization and data extracted from the medical records of the mother and newborn and antenatal notes photographed. Follow-up telephone interviews were conducted before six months and at twelve months after birth to address maternal and newborn outcomes. Detailed information about data collection is reported in do Carmo Leal et al. 27 .
Data on income level/social class were retrieved using the ABIPEME score (http://www. abipeme.org.br), which divides the population based on family level of consumption; it is presented in 5 classes (from A, the highest to E the lowest). The covariates included: age (12) (13) (14) (15) (16) (17) (18) (19) years, 20 to 34 years and 35 years or more), skin color (self-reported by the woman: white, black, brown), education (incomplete or complete elementary school, high school and college), socioeconomic score ABIPEME (class A/B, C and D/E), mode of delivery (vaginal/cesarean), region (North, Northeast, Southeast, South, Central), and source of payment. Women who delivered in public health care facilities and women who delivered in mixed health care facilities that were not paid by health insurance policies were classified as "public source of payment". Women whose delivery was paid through a health insurance policy, and the delivery occurred in mixed or private hospitals, and women who delivered in private facilities, regardless of whether the delivery had been paid or not by the health insur-ance policy, were classified as "private source of payment".
Covariates of the health service structure included: if the service had any accommodation for the companion (at least a chair), the place that the woman stayed during labor (surgical theater, obstetric center, room, infirmary), if it was a training hospital, if it was accredited as a Babyfriendly Hospital, if it was accredited as a Galba de Araújo (best practices award) hospital, if the hospital had a clear policy of respecting the law (companions allowed during all periods of childbirth care), if privacy during care was present at all stages of care.
The presence of companions was assessed using two instruments: medical records and face-toface interviews. In the medical records, information on companionship was missing from 71.2% of the records, reflecting the limited importance given to this intervention, and the lack of service accountability to report whether or not it complied with the law. On the other hand, reporting on faceto-face interviews was very complete and reliable (0.2% missing), so this was the instrument used in this analysis. Women were asked (1) if they had a companion during their hospital stay; if not, why not; (2) who the companion was; (3) if the companion was the one chosen by them; (4) if they considered that having a companion during birth was helpful, and to what extent, (5) if the companion was present during all stages of their hospital stay, including (a) admission, (b) labor, (c) delivery, (d) immediate post-partum/recovery, and e) rooming-in. We aimed to distinguish between "visit" (present in regular visiting hours) and companion (during specific moments). Data on women´s socio-demographic and obstetric history were retrieved from medical records and face-to-face interviews. Data on institutional ambience and routines were retrieved from the hospital structure and process form.
The outcome variable in this study (5) "if the companion was present during all stages of her hospital stay" was later recoded with the alternatives: "no companionship at all", for those who had a total absence of companions in every stage of hospital stay; "partial companionship" including women who had any companion in some stage of stay (admission or labor or delivery or immediate post-partum/recovery, or rooming-in, (this alternative can also be called "partial absence"); and "continuous presence/companionship" for those who had companions according to what is defined in the Brazilian legislation (during all stages of hospital stay). To recode these variables, women who did not go into labor (elective cesareans) were excluded from the analysis of having "companionship during labor". A multinomial regression model 28 was fitted to estimate the odds ratio (OR) of each covariate on "no companion" and "partial companion" as compared with "continuous companionship". In all analyses, we adopted a significance level of 5% considering the characteristics of the complex plane sampling: strata, conglomerate and weighting. The statistical program used was IBM SPSS, version 19.0 (IBM Corp., Armonk, USA).
This research was guided by Resolution n. 196/96 of the Brazilian National Health Council, which provides guidelines and standards of human research under the research protocol CEP/ ENSP (n. 92/10). All directors of institutions and postpartum women signed an informed consent form.
Results Table 1 shows the descriptive statistics for this survey. All women were eligible for the questions on companionship during childbirth. Of them, 24.5% had no companion at all and 75.5% had some form of companionship during their hospital stay: 18.8% had continuous companionship and 56.7% had partial companionship.
Considering only women who had a companion at any stage, this was most frequently the woman's partner (35.4%), followed by the mother (26.3%), sibling or friends. Doulas were present in 0.1% of cases. Of those women who had a companion, 92.8% of them were reported as being the one of the women's choice.
Women were more frequently accompanied during admission (70.1%), but more rarely during labor (42.1%, considering only those women who went into labor). During the moment of delivery itself, 32.7% had a companion. In the immediate post-partum stage, 36.9% had a companion, and 61.3% in the post-partum apartment or roomingin ward.
The vast majority of women considered that having a companion during labor and birth "was very helpful" or "helpful" for women in order to have a better and calmer birth experience (91.2% of valid responses); only 2.7% of the total sample thought it was not helpful and made the woman more anxious.
For those women who did not have a companion (data not shown in table), reasons given for not being accompanied were chiefly institutional noncompliance with the national law, mainly "no kind of companions admitted at the hospital" (52%), and other forms of restrictions (only for cesareans, or for adolescents, for female companions, for those who attended a course, for those who paid extra, etc.). Another cause was "she did not have someone to stay with her" (18%), either because her partner had to stay with the other children, or for lack of a social support network, or because of "unexpected admission for birth", in situations when the patient came by herself just for an antenatal check and had an immediate indication for a cesarean. Some women who had been transferred from other services reported access obstacles such as "the ambulance did not allow bringing in the companion".
There were variations in the lack of information about companionship received by women before labor, as women reported that they "did not know it was allowed", "did not know it was allowed in vaginal births", "did not know it was allowed for non-adolescents". Only 5.7% of unaccompanied women (1.4% of the total number of women) said that they were alone because they did not want to have any companion (data not shown in table).
There was a large variation in terms of the implementation of accompaniment among regions: 23.1% and 22.6% of women had companionship according to the law in the Southeast and South regions (the best results), and only 11.7% in the North. The Central region had the worst results, with over 38.9% of women with no companionship at all (Figure 1) . Table 2 shows the bivariate analysis for the presence of companions according to maternal socio-demographic and obstetric characteristics. "Partial companionship" showed relatively little variation from the average of around 55%, with the relevant differences concentrated in the extremes (continuous companionship and 
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Cad. Saúde Pública, Rio de Janeiro, 30 Sup:S1-S14, 2014 no companion at all). Women more frequently had no companionship if they had had a vaginal birth, lived in the Central region, had lower incomes, fewer years of education, were black or brown, multiparous and used the public system. Women's form of payment for childbirth care was highly associated with having or not having any companion: while in the public sector 29.5% had no companion, in the private sector it was 4.7%. Women's marital status and the kind of provider were not statistically different in the odds of companionship; maternal age was not significant in this bivariate analysis.
We investigated the role of hospital structure and processes in their association with the presence of companions in a bivariate analysis ( Table  3) . As expected, the services which allowed women to have companions throughout the hospital stay, which had minimal accommodation facilities (such as chairs for all companions), who provided minimal privacy for women during their stay, those accredited "Baby-Friendly Hospitals" and those services which received the Galba de Araújo award for humanized services, were less associated with having "no companionship" and more with "continuous companionship". Having a high risk unit, a Pregnant Woman Support House, if the service was a training hospital, the place where the birth occurred, and type of provider were not associated with companionship. We found that in services where the health manager says that all women have the right to have a companion during all her hospital stay, only 32.5% of women report having one. If a woman wants to have a companion according to the law, and had someone to stay with her, the safest places to go are the Galba de Araújo accredited hospitals, with 46.2% of women accompanied according to the interviews. Table 4 presents the comparison between "continuous companionship", as the reference, and having "no companion" (total absence of companions) in the first block, and "partial companion" (partial absence of companions) in the second block. The maternal factors associated with having higher chances of total absence of companions were: vaginal delivery (OR = 1.6), living in the Central region (OR = 5.0), social class (OR = 2.8 for D + E and OR = 1.8 for class C), maternal education (OR = 1.8 for up to 11 years), ethnicity (OR = 1.3 for brown), multiparity (OR = 1.6) and use of the public sector (OR = 13.3). The factors of the hospital structure associated with higher chances of total absence of companions were: not having a chair for the companion (OR = 3.4) or only for some beds (OR = 2.0), not having a policy of allowing companions (OR = 4.1), not being a Baby- Friendly Hospital (OR = 2.3), not having a Galba Araújo award (OR = 4.1) and having never applied for this award (OR = 3.9). The maternal factors related to having higher chances of having a companion only at some point (partial absence) were: vaginal delivery (OR = 2.5), living in the Central region (OR = 2.1), social class (OR = 2.2 for D + E and OR = 1.5 for class C), maternal education (OR = 1.2, between 8 and 11 years), ethnicity (OR = 1.2 for black and brown ), multiparity (OR = 1.2) and using the public sector (OR = 3.2). The factors related to the structure of the hospital associated with higher odds of partial absence of a companion were: not having a policy of allowing companions (OR = 2.3), not being a Baby Friendly Hospital (OR = 1.8), not having a Galba Araújo award (OR = 2.9) and having never applied for this award (OR = 2.7).
Discussion
In this survey, approximately one quarter of women had no companion at all, less than one in five had continuous companionship, and 55.2% had partial companionship. The woman's partner was present in one in four births in the total sample, and in 35.4% of the births when women had any companions. Women with lower incomes and those who were less educated, black or brown, and who used the public sector had fewer companions at any moment of birth. The vast majority of women reported that having a companion was very helpful or helpful. Of those women who did not have a companion, this was mostly because of hospital prohibition; only 1.4% of the total number of women did not want to have a companion. Implementation was associated with change in institutional culture and rules, such as having Table 4 Multinomial regression model for companionship during admission for childbirth *, according to maternal and hospital characteristics.
At no moment (total absence)
At some moment (partial absence) * Reference: continuous presence of a companion at all moments of hospital stay for birth (as defined by the legislation).
a clear policy allowing companions for all women at all stages of care, environment and changes in facilities such as having chairs for all companions. The quality of information in medical records was poor, and asking women about their experience was a reliable source of information, which helped to compensate for these deficiencies. In another analysis in the Birth in Brazil survey, focusing on women's satisfaction 29 , with regard to women's experience of abusive treatment during childbirth care, it was found that women who went into labor reported a higher incidence of physical, verbal or psychological violence, compared with those who did not go into labor. They found that the presence of a companion significantly inhibited the occurrence of all forms of violence for women attending publicly funded care. That is, if a woman had a companion present, she was less vulnerable to violence, even in a public service and going into labor.
Qualitative studies about public services show that women know that there is a right to companionship, but they do not trust that services will respect their right, and fear confrontation and retaliation during their hospital stay if they insist on having a companion, based on the reports of the many obstacles they hear about from the experiences of relatives and friends 30, 31 .
Qualitative research about the experience of companions in the private sector shows that even respondents who said that they were "present in all stages of the hospital stay", also reported that they were present at "some moment of each stage", not necessarily during "all times in that stage". For example, companions were with the woman at admission, but had to separate from her when she was filling in papers; they then stayed for part of labor, and at the moment of birth, most partners were not allowed to stay with the woman until the very moment of delivery itself, usually left the room with the newborn, so women would stay without a companion during the rest of the surgery, and then most women stayed alone for most of the immediate postpartum period. In qualitative studies, the immediate postpartum period was considered by some women who had cesareans as the worst part of the experience of childbirth, as they find themselves alone and helpless in a separate room with no news about the baby, and not being able to move or search for help because they were under the effects of analgesia 30, 32 . This can be the reality of those who had the best outcomes in this research, classified as "continuous companionship".
Qualitative studies indicate that the role of companions in Brazil can be very different from the active, helping-hand birth partner envisioned in other settings and clinical trials, since generally male companions have their potential contributions very restricted 31, 32 . In vaginal birth, they are frequently only allowed to stay still beside the woman's head, are openly advised not to see the stretching of the vagina, the delivery itself or sutures, or the expelling of the afterbirth, because of the risk of losing sexual interest for the birthing woman; these commands are often made in front of the birthing woman 11, 12, 19, 31 . This can partly explain why there are more companions in cesarean sections, when those constraints related to notions of women's decency and shame are prevented by an ordained, de-genitalized birth.
Even in such contexts, where little active participation is expected or admitted from companions -as from women themselves -this passive presence is highly valued, even if just as a witness of this life-changing moment. In our research, almost all women found this presence very helpful and thought that it contributed to making birth a better, calmer experience. In another analysis of the Birth in Brazil survey, women who had companions reported more satisfaction with care, received better information and felt more respected by providers, as well as feeling more protected from any form of violence during the experience 29 .
Fifteen years after the first official initiatives to promote companionship for all women during labor and birth in Brazil in the 1990s, there are advances to celebrate, but much to be improved, especially in terms of equity. There is a clear increase in companionship in both public and private sectors, if compared with the first national data available, the Brazilian National Survey of Demography and Health (PNDS 2006) 27 . With data from births between 2001 and 2005, this survey showed that only 16% of women had any companion, 9% in the public sector, 32% in the private. However the way the question was asked in the PNDS ("Did you have a companion during childbirth?") does not make it clear if this referred to any moment of the hospital stay for birth, or during delivery itself. The recent initiative of the Stork Network ombudsman will help to provide real time information on implementation of companionship and other policies to improve maternity care.
Unfortunately, the ambivalent wording of Law n. 11,108/05 in practice is interpreted as if doctors and services have the authority to violate the law. There are no sanctions if health authorities or providers refuse to allow a companion, justifying their disregard of these rights based on their "medical autonomy", or on the lack of privacy on the wards, or that they did not have time to adjust to the new legislation 33 . This can hardly be considered justifiable after nine years of adjusting to the national law (2005) . The absence of any mandatory reporting, or sanctions for ignoring women´s rights contribute to the low and incomplete implementation rates.
Some local experiences in Brazil show that it is possible to ensure women's rights during childbirth as a public policy. In the city of Belo Horizonte, the capital of Minas Gerais State, this was guaranteed -before and differently from the National Law for all women -in the public (Brazilian Unified National Health System -SUS) and private sectors. This is an example of the power of the political will of local policy-makers: differently from the rest of the country, in Belo Horizonte, women in the public sector had more access to companionship during all the period of hospital stay for birth than those in the private sector, ranging from 75% (at the university hospital) to 98.3% (at a Birth Center) while in the private sector, these levels of implementation have not been achieved 34 .
One limitation of this study is that as the instrument used did not allow the identification of women who gave birth paid by direct disbursement, it is possible that some women had their delivery assisted in mixed health care facilities and were classified as having a public source of payment, despite having paid for their delivery care. However, as these women had very similar socioeconomic characteristics to women attending public hospitals, it is likely that misclassification occurred in a few cases. As it is a nondifferential misclassification with respect to the outcomes studied, it is expected that there has been attenuation of the magnitude of the observed associations.
Conclusions
Continuous support in labor and birth is a safe, highly effective intervention in improving maternal and neonatal outcomes, with high maternal satisfaction rates, very low cost, and it is a formal right of Brazilian childbearing women, as established by Law n. 11,108/05. Although there are advances to be celebrated in implementing this policy, such as a slow but consistent improvement in the presence of companions since the latest national data were taken, most women in Brazil cannot count on having a companion during labor or delivery.
This study shows that having the continuous presence of a companion during delivery in most settings is still a privilege for women with higher income and education, who are white, pay a private provider and have a cesarean. The resistance to the implementation of companions for all women during all moments of childbirth, and to the promotion of a woman-friendly birth environment, confirms the social movements' complaint that there is a conflict of interest in the organization of childbirth care, aimed at "worsening birth to sell c-sections" 35 : if a better experience of childbirth were possible, less women would comply to having a C-section just to feel protected from violence, loneliness and indignity. At the same time, implementation depends on the political will of health authorities and service managers, in the public and private sectors, to change the traditional culture of neglect with women's wellbeing, safety and comfort during childbirth. This includes the authority and the negotiation skills to promote a culture of respect of women's rights, overcoming providers' resistance to change discriminatory culture and routines.
Companionship can be considered a marker of safety and quality of care, and also an indicator of the incorporation of several of the SUS principles, such as integrality (comprehensiveness) of health care, universality, equity, and humanization. If companionship in childbirth is to be implemented as a universal, equitative health policy, regular information on the presence of companionship should be part of service protocols and provider training, including the accountability for those services who refuse to protect and fulfill women's rights.
Positive experiences should be analysed and used to inspire action, such as those of municipalities that were able to make companionship universal by conditioning SUS reimbursement to the presence of companions, training of providers and service doulas, and informing women and their potential companions about their rights in childbirth, during antenatal care, and hospital admission. 
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